We describethe case of a 64-year-old man with lambdatype light chain disease, in whom panhypogammaglobulinemia was associatedwith anemia, massive Bence Jones proteinuna (24.6 gIL), and renal failure. Lambda type light chains were present in the serum.
A 64-year-old man was admitted to our hospital for investigation of anemia and fatigue. His medical history was notable only for adult-onset diabetes mellitus controlled by insulin. Physical examination revealed no abnormalities.
At the time of admission, the patient's leukocyte count was 3500 cells per mm3, hemoglobin concentration 58 g/L, hematocrit 15.9%, and platelet count 147 x i0 cells per mm3. Blood viscosity was normal.
The serum creatimne concentration was 265 mmol/L, urea nitrogen 15.6 mmol/L, calcium 2.3 mmol/L, uric acid 0.45 mmol/L, total protein 59 g/L, and albumin 38 g/L. Activities of liver enzymes were within normal limits. Two 24-h urine specimens contained 24. 6 M-component migrating in the gamma globulin region, with suppression of the normal gamma globulin bands. Immunoelectrophoresis of serum ( Figure 2) showed only a small IgG arc reacting against the polyvalent antiserum in the gamma region. The trivalent and monospecific antisera confirm the suppression of the IgA and 1gMcomponents. The kappa arc against the anti-kappa antiserum was small; the lambda arc was thickened and bowed and also slightly displaced. 
Materials and Methods
For electrophoresis of serum protein we used cellulose polyacetate membranes (Sepraphore III; Gelman Instru-
Ltd., Montreal, Quebec). For immunoelectrophoresis we used Titan Gel IEP plates (Helena Laboratories, Beaumont, TX 77704) with antisera from HoechstBehring (Canada)
Inc., Montreal, Quebec, and normal human serum from a pool of normal patients.
We quantified IgG, IgA, and 1gM in serum by rate nephelometry with the Immunochemistry Analyzer H (Beckman Instruments Inc., Brea, CA 92621).
Discussion
Multiple myeloma, a plasma-cell malignant disease, accounts for nearly 1% of all malignancies recorded in North America The Westergreen erythrocyte sedimentation rate (E.S.R) is lower than the rate usually seen in multiple myeloma, only 33% of all light chain disease being associated with an E.S.R. exceeding 50 mm/h, as compared with 70% for all cases of multiple myelomas (5 proteins (2, 7,8) . Immunoelectrophoresis, electrophoresis, or immunofixation electrophoresis of urine are the only sure ways to establish their presence (7, 9) .
Our case report is an example of the 5-12% of all multiple myelomas (10) that are lambda type light chain disease, as illustrated by the presence of hypogammaglobulinemia on electrophoresis and immunoelectrophoresis of the serum, and the evidence of free lambda light chain on immunoelectrophoresis of the serum and urine. We were impressed by the massive proteinuria (24.6 g/L), which was almost exclusively ascribable to lambda light chains as shown by immunoelectrophoresis of the urine. This degree of proteinuria is quite unusual (2,3, 5, 11) , and is the result not only of increased light chain synthesis but also of the high rate of renal excretion of this particular component, 2.5 times that for the excretion of kappa light chains (2) .
The renal failure in this case, although moderate (the serum creatinine concentration was 265 mol/L), is probably related to the high concentration of Bence Jones proteins in the circulating blood. The nephrotoxicity of these proteins is well known (2) .
The role assigned to the laboratory in the diagnosis of a monoclonal gammopathy is unique, and requires an effective approach. Serum protein electrophoresis should be done on all patients suspected of having multiple myeloma, macroglobulinemia, or amyloidosis. It should also be part of the work-up of unexplained fatigue or weakness, anemia, high E.S.R., back pain, osteoporosis, osteolytic lesion or fracture, hypogainmaglobulinemia, hypercalcemia, Bence Jones proteinuria, renal failure, or recurrent infection (8). If a monoclonal spike is seen on the serum electrophoretogram, then serum immunoelectrophoresis, urine electrophoresis, and immunoelectrophoresis of a concentrated urine specimen, plus quantification of serum immunoglobulins and of protein in a 24-h specimen, should confirm the presence of a monoclonal protein and identify the immuno- globulin class and the light chain type (8, 12) .
The presence of a normal serum electrophoretogram together with a high index of suspicion based on clinical presentation should lead to immunoelectrophoresis and (or) immunofixation of serum and urine and a quantification of serum immunoglobulins (8, 9, 12) . This strategy will allow detection of small amounts of monoclonal protein that otherwise would be undetected by serum electrophoresis, or the identification of a beta-migrating monoclonal protein, of a heavy chain disease, or of a light chain disease (2,8, 9 ).
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